Four cases with transient electrocardiographic features which have been attributed to left posterior hemiblock (LPH) are reported. These features were induced by the exercise test in patients with severe coronary artery disease. In all of them the following exercise-induced changes were noted: (1) A shift of the main QRS forces inferiorly and to the right (between +900 and +1200). (2) 
IT HAS BEEN postulated that left posterior hemiblock (LPH) shifts the main QRS forces inferiorly and to the right, between +900 and +1200.1,2 However, since a similar QRS axis direction may occur in right ventricular hypertrophy, pulmonary disease, extensive lateral wall myocardial infarction, and an extremely vertical heart it becomes obvious that the diagnosis of block in the posterior division of the left bundle branch cannot always be made from the ECG alone, except in cases of transient or intermittent LPH, not reported in the literature until now.
While performing exercise tests for evaluation of coronary artery disease in a series of 100 patients, we have been surprised to find t-hat four developed the typical features that have been assumed to be the result of "pure" LPH. These four cases, described below, provide very good material for the study of the electrocardiographic changes induced by this type of fascicular block in the human.
Case Reports Case 1 A 44-year-old man, of medium body build, was referred because of daily episodes of retrosternal chest pain at rest. An ECG obtained when the patient was free of pain ( fig. 1, control) showed slight S-T-segment depression in leads III and aV,, and negative or diphasic T waves in the same leads. This subject performed a maximal exercise tolerance test in the supine position on a bicycle ergometer.* ECG recording was done The QRS changes noted in these patients are similar to the electrocardiographic findings which were postulated to be the result of LPH. However, the possibility of a delay in activation of the posteroinferior wall of the left ventricle due to iinjury", 1' should not be dismissed. Perhaps, an "intrainjury" conduction delay due to hypopolarization of the affected fibers can be excluded by extrapolating information obtained by right coronary injection in patients without significant coronary artery disease. In these instances, inferior ischemia occurs associated with a shift of the QRS axis inferiorly and to the right. However, the predictable variations in the initial 0.02 QRS vectors of LPH are not seen during this procedure.'2' 1I Actually, in our case 1, during the right coronary artery injection, a shift of the QRS axis was noted without any change in the initial 0.02 QRS vectors ( fig. 2 . top).
which were shifted superiorly and to the left during the exercise test ( fig. 1 ). These findings suggest that extensive posteroinferior focal or parietal conduction delays are different to block in the posterior division of left bundle branch. Hence, the changes in these four cases are more probably due to LPH than to an intrainjury block.
Perhaps the most remarkable contribution of the present group of cases is related to the gradual disappearance of the exercise-induced axis shift that we ascribed to different degrees of incomplete LPH, or to step-by-step decrease 23 Finally, the fact that we were able to obtain four cases of transient LPH during the performance of exercise tests on not too large a series of cases suggests that LPH is perhaps more common than previously thought, particularly when taking into consideration that incomplete forms of LPH may perhaps occur and be overlooked under similar circumstances.
Addendum
After this paper was submitted for publication, case 1 developed permanent electrocardiographic pattern suggesting high degree of LPH. A further case, showing typical LPH features induced by exercise test, has been observed. In this case, the angiographic findings showed a severe single narrowing of the right coronary artery whereas the left coronary artery was normal.
